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] :l Life Care Center of Greenevilio is !
K 000 I’INITIAL COMMENTS i K000!  committed 1o upholding the highest ;

l Alife safaty Survey was canducted by the state of
Tennessee Department of Health, Division of
health licensure and regulation office of health
care facilities on 2/27/17, During this fife safety
survey, Life Care Center Greenaville was nat
found to be in substantial compliance with the
requirements far participation in
Medicare/Medicaid at 42 CFR Sub
Life safety from fire, and the relat

part 483.70(a),
ed National Fire |

inchudes substantial compliance with

ail applicable standards and regulatory
requirements, The facility Tespectiully
works in cooperation with the State of
Tennesses Department of Health toward
the best interest of those who require the
services we provide,

|
|
I

o

While this Plan of Correction is not to

Protection Association (NFPA) standard 101 - be considered an admission of validity
2012 edition. of any findings, it is submitted in good
K222 ] NFPA 101 Egress Doors taith as a required response fo the survey
§8=D ] conducted February 27-April 1, 2017. This -
Egress Doors ! Plan GfCBlthitm iz the MW'S
Doors in a required means of egress shall not be allegatiom of substantial eomplinnce
equipped with a latch or a lock that requires the With Fedotal and State requirements,
use of a tool or key from the egress side unless
usihg one of tha following speciat locking
armangements:
CLINICAL NEEDS OR SECURITY THREAT
LOCKING 7 41517
Where special locking arrangements for the A
clinical security needs of the patient are used, i P :
only one locking device shal be permitted on 1) All facility maintenance personnel
each door and provisions shalt be mage for the were immediately in-serviced on
rapid removal of aceupants by: remote control of NFPA 101 Life Safety Code
locks; keying of all focks or kays carried by staff at Standards on 2/27/17 by the Exocutive
all times; or other such reliable means available Director,
to the staff at all times, 2) There is one lock device with one
182.2.2.5.1,18.2.2.26,19.2.2.2.51, 192225 veleasing motion to open the exit door |
SPECIAL NEEDS LOCKING ARRANGEMENTS Bom dictary to rear of the building,
Where special locking arrangements for the The Maintenance Director removed
safety needs of the patient are used. ali of the the chain lock and dead bolt lock on
Clinical or Security Locking requirements are v 22117,
being met. In additian, the locks must be
electrical locks that fail safely so as to release
upon loss of power to the device; the building is
i
IORATORY DIRECTOR'S bR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE ) bar
W’?Mﬁ Exeiedne. Dieajor hs )t
(deﬁcinﬁcy‘mater,sent ending with an asterigk (*) denotes 3 deficiency which the Institution may be excused from comecting providing it is detemined that
er safequards pravide sufficint protection to the patients, {Sea ingtructions,) Except for nursing tiomes, the findings atated abgve ans disciosable B0 days
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; l T - —u
. I i Ho u wil] identify other residents havin
K222 Continued From page 1 K222 the potential to be affected by the same

protected by a supervised automatic sprinkler
system and the locked space is protected by a
complete smoke detection system {oris [
constantly monitored at an aftended location '
within the locked space): and both the sprinkler
and detection systems are arranged to unlock the
doors upon agtivation,
18222562, 1922252 TIA124
DELAYED-EGRESS LOCKING :
ARRANGEMENTS
Approved, listed delayed-egrass locking systems
installed in accordance with 7.2 1.6.1 shall be
permitted on door assemblies serving low and
ordinary hazard contents in buildings protected
throughaut by an approvad, supervised automzatic
fire detection system or an approved, supetvised
automatic sprinkler system. .
18.2224,19222.4
ACCESS-CONTROLLED EGRESS LCCKING
ARRANGEMENTS
Access-Controlled Egress Daor assemblies
installed in accordance with 7.2.1.6.2 shall be
permitted.
18.2.2.24, 19.2224
ELEVATOR LOBBY EXIT ACCESS LOCKING
ARRANGEMENTS
Elevator lobby exit access door tocking in
accordance with 7.2.1.6.3 shall be permitted on
doar assemblies in buildings protected throughout
by an approved, supervised automatic fire
detection system and an approved, supervised
automatic sprinkler system.
18.2.224, 192224
This STANDARD is not met as evidenced by:
Based on obsetvation and interview, the facility
faited to maintain exit doors, This deficiency
affected one of nine smoke compariments.

The finding includes:

: deficient practice snd what cerective action
i will be taken:

jr 2) a) All facility residents and visitors

5 have the potential to be affectod.
100% audit completed by the
Maintenance Director of all exit doors
| to cnsure gl exits have only onc

lecking device and

no further ercas of voncemn were
~ fomd on 2/277117. ]

9. i hat -

| systamatic ch il to
the deficient practice does not rec
3) ) All facility maintenance personnel
were inmediately in-serviced on
NFFA 101 Life Safety Code
Standards on 2/27/17 by the Exscutive
Director. The Maintenance Dirgctor,
and/or the Maintenance Assistants
will dg audits to monitor compliance
weekly for 4 weeks and monthly for 2
months, .
ow the corrective action will oni to

ensure the deficient practive will not recnr:

ure

uality ass ro 131 t
i Into place;
14) a) Director of Maintenance will

i present results of audits o the

; Performance Improvement

i Committee,

b} The Performance Improvement
Committee Consisting of Executive
Director, Dircotor of Nursing,
Medical Divector, Director of
Rehabilitation, Director of Health
Informatior, Dietary Manager,
Director of Maintenance, Dirsctor of
Environnental Services, Director of

Social Services, Business Office
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.+ and NFPA 72, National Fire Alarm Code to

Gomponents approved for the pumose in
accordance with NFPA 70, National Electric Code,

provide effective warning of fire in any part of the
building. In areas not continuously occupied,
detection is installed at each fire alarm control
unit In new occupancy, detection is also installed
at notification appliance cireuit power exienders,
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! _ Manager, Activities Director, and
K 2221 Gontinued From page 2 K222 Staff Development Conrdinator wili
] , \ . . , i review the results. Ifitis deemed
: Observation and interview with the maintenance ! ficcessary by the committee, !
- director on 2/27/17 at 10:55 AM revealed the exit additional education may be |
: door from dietary to rear of building required three | provided, the process I
E reléasing motions to open, NFPA 11, 19.7.8, evaluated/revised, and/or the audirs
;461287215102 reviewed for3 months or untit 10(% |
j . compliance is achieved. '
t The maintenance director was pragent when the ;
i deficiency was identified and was acknowledged ;
by the administrator during the exit conference on : '
2127117, ’ ] o
K 341; NFPA 101 Fire Alarm System - Installation i K341; corrective action will be recomplish {41507
§8=p . for those residents found o have been affected i
. | Fire Alarm System - Installation thé deficient praciice: I
A fire alarm system is installed with systems and 1} Al facility maintenance personmel |

were immediately in-serviced on
NFFA 101 Life Safety Code
Standards on 2/27/17 by the
Executive Director.

a) Visible notification device was
installed in the ditting room by the
Maintenance Director on 3/2/17.

and supervising station transmitting equipment. ow Hi gidents ha
. Fire alarm system wiring or other transmission potertint to b affeoted by the sa
paths are monitored far integrity. i deficient ice and what corrective action
18.3.4,1,19.3.4.1,9.6,96.1.8 , will be taken: .
‘2) 2)All facility residents and visitors
| : have the potential to be affected.
‘ ' 100% audit completed by the
| ‘ . i Maintenance Director of all areas
This STANDARD is not met as evidenced by: i i - required to have visible notification
Based on observation and interview, the facility i devices and revealed no further areas
failed to ensure visible notification davices were | of concern 2/27/17.
located in required spaces. This deficiency ;
affected one of nine smoke compartments. }
! ' !
The finding includes: f
L+
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: ' What measures will be put jnto place or what !
K341/ Continued From page 3 | K341 ; systematic changes you will make to ensure |
| f that the deficient practice does not recur:; i
. 13) a) All facility maintenance personnel !
Observation and interview with the maintenance ! were immediately in-servicedon |
director on 2/27/17 at 2:30 PM revealed the | NFPA 101 Life Safety Code Standard |
dining room was not provided with a vigible ,! 2/27/17 by the Executive Director.
notification device. NFPA 101, 19,76,486.12 & [ The Maintenance Dircetor, and/or the
NFPA 72, 18.5.4 i Meintenance Assistants will do audits
lo manitor complienee weekly for 4
The maintenance director was presant when the weeks and monthly for 2 months,
deficiency was identified and was acknowledged
by the administrator during the exit conferance on
on 22717, ' & corrective action will ohit to
K741 | NFPA 101 Smoking Regulalions e deficient ice will not recur:
§5=D ality assurance pro ill he
Smoking Regulations into plage:
Smoking regulations shall be adopted and shall 4) 4) Director of Maintenance will
include not less than the following provisions: i present results of audits 1o the
(1) Smeking shall be prohibited in any room, - Performance Impravement
ward, or compartment where flammable liquids, Committee.
combustible gases, or oxygen is used or stored b) The Performance {mprovement
and in any other hazardous location, and such ' Committee Consisting of Executive
area shall be posted with signs that read NO Director, Director of Nursing,
SMOKING or shall be posted with the Medical Directar, Director of
intemational symbeo! for no smoking, :- Rehabilitation, Director of Health
(2) In health care occupancies where smoking is " Information, Dietary Manager,
prohitited and signs are prominently placed at ail ? Directot of Maintenance, Director of
majar entrances, Secandary signs with language ; Environmental Services, Director of
that prohibits smoking shall not be required. : Sacial Services, Business Office
(3) Smoking by patients classified as not Manager, Activities Director, and
responsible shall be prohibited. Staff Development Coordinator wif]
(4) The requirement of 18.7.4(3) shall not apply : review the results. If it is deerned
where the patisnt is under direct supervision, necessary by the committes,
(5} Ashtrays of noncombustible material and safe i’ additional education may be
design shall be provided in all areas where ' provided, the process
smoking is permitted. ! evaluated/revised, and/or the audits
{6) Metal containers with self-closing cover i reviewed for 3 months or until 100%
devices into which ashtrays ean be emptied shall compliance iz achieved.
be readily available to all areas wheras smoking is
[
'RV CMIS-2587(02.85) Previous Verslons Obsolele Evant ID: 1200321 Facifity ID: TN30G4 If continuaffon sheet Page 4ots
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| ‘
K 7411 Continued From page 4

permitted,
1 18.7.4,19.74
|

| This STANDARD is not met as evidenced by:
i Based on observation ang interview, the facility
failed to maintain designated smaking areas.

| The finding includes:

Observation and interview with the maintenance
director on 2/27/17 at 9:30 AM revealed the
Smoking area was not provided with 3 designated
metal container with a self-closing lid into which
ashtrays can be emptied as required. NFPA 101,
19.7.4 (6)

The maintenance director was present when the
deficiency was identified and was acknowledged
by the administrator during the exit conference on
2127117,

|
)
|
!
|
i
|
i
_i

| What corective action wiil be accomplishe
K741 for thosc residents found to have been affected
. by the deficient practice:

1) All facility maintenance pessonnel
were immediately in-serviced on
NFPA 101 Life Safety Code
Standards on 2/27/17 by the
Executive Director.

8) A metal container with self.
tlosing cover immediately placed in
the designated smoking ares by the
Maintenance Director on 2/27/17,

How vou will identify other residents favi

i the otential to be a by the same

' deficient practc rrective acH

will be taken;

2) a) All facility residents and visitora
have the potential to be affected.
100% audit completed by the
Maintenange Director to ensure the
designated smoking area has a metal

; container with self-closing cover and

i revealed no further aress of concern

on /27117,

| What measures will be put into ace of W

~uhat measures will be put into place or whnt
| Systematic changes you will make ta ehsure
' that the deficient practice doss not recur:

{3) All facility maintenance personnel

i were tmmediately in-serviced on

' NFPA 101 Life Safety Code
Standards on 2/27/17 by the

; Executive Direstor. The

‘ Maintenance Director, and/or the

l‘ Maintenance Asgistants will do audits
! te monitor conmshiance weokly for 4

" weeks and menthly for 2 months.

d what

|
L 4/15/17
I
]

1
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1

permitfed.
18.7.4,19.7.4

19.7.4 (6)

2027117,

K 741! Continuad From page 4

This STANDARD is not met as evidenced by:
Based on aobservation and iterview, the facility
failed to maintain designated smoking areas.

The finding includes:

Observation and interview with the maintenance
director on 2/27/17 at 9:30 AM revesledthe
smoking area was not provided with g designated |
metal container with a self-clozsing lid into which
ashtrays can be emptied as required. NFPA 101,

The maintenance director was present when the
_deficiency was identified and was acknowledged
hy the administrator during the exit conference an

‘How the corrective action will be onitored o

K741 iengure the deficient practice will not ety
What quality p

i assurance program will be put

into place:

i4) a) Director of Maintenance will

i present results of audits to the
Performance Trprovement

Committee,

b} The Performance Improvement
Comenittee Consisting of Exccutive
Director, Director of Nursing,
Medical Director, Director of
Rehabilitation, Director of Health .
Information, Dietary Manager,
Director of Maintenance, Director of

" Environmentai Services, Director of
Social Services, Business Office
Manager, Activities Director, and
Staff Developmerit Coordinator widl
review the resufts. B it is deepred
necessary by the committes,
additional education may be
pravided, the process
evaluated/revised, and/or the audits
raviewed for 3 months or untit 100%
compliance is achieved.

1
i
H
i
1
!
i
Il
!
i
|
!
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